Indications for Coverage
The services being requested must meet all of the following criteria:  A written treatment plan must be submitted with the request for spec ific services and supplies. Periodic review of the written treatment plan may be required for continued Skilled C are needs and progress toward goals; and  Be ordered and directed by a treating practitioner or spe cialist (M.D., D.O., P.A. or N.P); and 
The care must be delivered or supervised by a licensed professional in order to obtain a specified medical outcome; and  Services are: o Not C ustodial C are in nature; and o Not provided for the comfort and convenience of the member or the member's family; and o Provided in the home in lieu of Skilled C are in another setting (including but not limited to a nursing facility, acute inpatient rehabilitation or a hospital); and o C linically appropriate and not more costly than an alternative health services; and o Intermittent and part time (typically provided for less than 4 hours per day.
Note: Intermittent C are exceptions may be made in certain circumstances when the need for more car e is finite and predictable. 
Additional

Hemophilia
Oxford will cover medically necessary and appropriate home treatment services for the bleeding episodes associated with hemophilia including the purchase of blood products and blood infusion equipment.
Connecticut Lines of Business
Assisted administration of clotting factor drugs in the home requires pre -certification for the home care services. Precertification is not required for the clotting factor drug with the exception of Eloctate. All other clotting factor drugs do not require precertification.  C lotting factors are covered under medical benefit; refer to the C linical Policy titled Drug C overage Guidelines for coverage guidelines.  Eloctate requires precertification; refer to the C linical Policy titled Eloctate (Antihemophilic Factor Recombinant), FC Fusion Protein) for C onnecticut Lines of Business for coverage guidelines. o Homemaker services such as home meal delivery services (e.g., Meals -on-Wheels) or transportation services (e.g., Dial-a-Ride) o Independent nurse hired directly by the family/member o Personal care attendants (these are not home health aides)  Home health services beyond benefit limits (e.g., number of visits) 
New Jersey Large and Small groups and New York Lines of Business
We will determine if benefits are available by reviewing both the skilled nature of the service and the need for Physician-directed medical management. A service will not be determined to be "skilled" simply because there is not an available caregiver.
DOC UMENTATION REQUIREMENTS
Benefit coverage for health services is determined by the member specific benefit plan document and applicable laws that may require coverage for a specific service. The documentation requirements outlined below are used to assess whether the member meets the clinical criteria for coverage but do not guarantee coverage of the service requested.
Required C linical Information Home Health Care
Medical notes documenting all of the following: Initial and Subsequent Requests Health-related services that can safely and effectively be performed by trained non-medical personnel and are provided for the primary purpose of meeting the personal needs of the patient or maintaining a level of function, as opposed to improving that function to an extent that might allow for a more independent existence .
Home Health Agency : A program or organization authorized by law to provide health care services in the home. Exceptions may be made in certain circumstances when the need for more care is finite and predictable.
Place of Residence:
Wherever the patient makes his/her home. This may include his/her dwelling, an apartment, a relative's home, home for the aged or, a C ustodial C are facility.
Skilled Care: Skilled nursing, skilled teaching, skilled habilitation and skilled rehabilitation services when all of the following are true:  Must be delivered or supervised by licensed technical or professi onal medical personnel in order to obtain the specified medical outcome, and provide for the safety of the patient, 
Ordered by a Physician,  Not delivered for the purpose of helping with activities of daily living, including dressing, feeding, bathing or transferring from a bed to a chair, 
Requires clinical training in order to be delivered safely and effectively, 
Not C ustodial C are, which can safely and effectively be performed by trained non -medical personnel.
APPLIC ABLE C ODES
The following list(s) of procedure and/or diagnosis codes is provided for reference purposes only and may not be all inclusive. Listing of a code in this policy does not imply that the service described by the code is a covered or noncovered health service. Benefit coverage for he alth services is determined by the member specific benefit plan document and applicable laws that may require coverage for a specific service. The inclusion of a code does not imply any right to reimbursement or guarantee claim payment. Other Policies may apply. Home infusion therapy, total parenteral nutrition (TPN); more than 2 liters but no more than 3 liters per day, administrative services, professional pharmacy services, care coordination, and all necessary supplies and equipment including standard TPN formula (lipids, specialty amino acid formulas, drugs other than in standard formula and nursing visits coded separately), per diem S9368 Home infusion therapy, total parenteral nutrition (TPN); more than 3 liters per day, administrative services, professional pharmacy services, care coordination, and all necessary supplies and equipment including standard TPN formula (lipids, specialty amino acid formulas, drugs other than in standard formula and nursing visits coded separately), per diem S9370 Home therapy, intermittent antiemetic injection therapy; administrative services, professional pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing visits coded separately), per diem S9372 Home therapy; intermittent anticoagulant injection therapy (e.g., Heparin); administrative services, professional pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing visits coded separately), per diem (do not use this code for flushing of infusion devices with Heparin to maintain patency)
S9373
Home infusion therapy, hydration therapy; administrative services, professional pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing visits coded separately), per diem (do not use with hydration therapy codes S9374-S9377 using daily volume scales)
S9374
Home infusion therapy, hydration therapy; 1 liter per day, administrative services, professional pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing visits coded separately), per diem S9375 Home infusion therapy, hydration therapy; more than 1 liter but no more than 2 liters per day, administrative services, professional pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing visits coded separately), per diem S9376 Home infusion therapy, hydration therapy; more than 2 liters but no more than 3 liters per day, administrative services, professional pharmacy ser vices, care coordination, and all necessary supplies and equipment ( Archived previous policy version HOME 002.32 T1
INSTRUC TIONS FOR USE
This C linical Policy provides assistance in interpreting UnitedHealthcare Oxford standard benefit plans. When deciding coverage, the member specific benefit plan document must be referenced as the terms of the member specific benefit plan may differ from the standard plan. In the event of a conflict, the member specific benefit plan document governs. Before using this policy, please check the member specific benefit plan document and any applicable federal or state mandates. UnitedHealthcare Oxford reserves the right to modify its Policies as necessary. This C linical Policy is provided for informational purposes. It does not constitute medical advice.
The term Oxford includes Oxford Health Plans, LLC and all of its subsidiaries as appropriate for these policies. Unless otherwise stated, Oxford policies do not apply to Medicare Advantage members.
UnitedHealthcare may also use tools developed by third parties, such as the MC G™ C are Guidelines, to assist us in administering health benefits. UnitedHealthcare Oxford C linical Policies are intended to be used in connection with the independent professional medical judgment of a qualified health care provider and do not constitute the prac tice of medicine or medical advice.
